Tumors and tumor-like growths arising from odontogenic tissues constitute a heterogeneous group of interesting lesions, as they display the various inductive interactions that normally occur among the embryologic components of the developing tooth germ. Adenomatoid odontogenic tumor is a benign tumor, most common in the maxilla, characterized by slow, progressive, painless growth of firm consistency, the size of which usually does not reach large proportions. They are of three types: extrafollicular, follicular, and peripheral. It usually develops around or overlaps adjacent teeth.
IntroductIon
Adenomatoid odontogenic tumor is a benign, hamartomatous, noninvasive, uncommon, and epithelial lesion of the odontogenic origin. 1 It is a benign lesion from the dental lamina or its remains. It is a relatively uncommon neoplasm that accounts for about 3% of all odontogenic tumors being more common in the maxilla; in females, it is more often associated with impacted canines. Previously it was known as pseudo-adenoameloblastoma by Dreibladt; later, Staphne first recognized this as a distinct pathological entity. 2 , 3 The idea of origin of this lesion from reduced enamel epithelium is enforced by many ultrastructural and immunohistochemical studies along with the resemblance of cytological features seen in this lesion to components derived from the enamel organ; the occurrence in tooth-bearing region of jaws and its unavoidable alliance with impacted teeth has further strengthened this notion. 4 The 1971 WHO classification stated: "It is generally believed that the lesion is not a neoplasm." However, in 2005, WHO defined AOT as a tumor composed of the odontogenic epithelium, presenting a variety of histoarchitectural patterns, embedded in mature connective tissue stroma, and characterized by a slow and progressive growth. 5 Radiographically, these lesions are similar to other lesions of odontogenic origin. Nevertheless, these characteristics depend on the tumor type. In the follicular type, they appear as a well-defined and circumscribed area that is associated to the crown or root of an impacted tooth. In the extrafollicular type, the observed lesion is located between or over the roots of an erupted tooth. 6 In the peripheral type, thinning or resorption of the cortical cortex can be observed, while in some cases, tooth displacement without root resorption is noted. Nevertheless, in periapical lesions, radiopacities have been observed within the lesion up to 78%, which represents an advantage compared to orthopantomography. 7
cAse descrIptIon
A 13-year-old female patient was reported to the Department of Pedodontics and Pediatric Dentistry with the chief complaint of an unerupted front tooth (Fig. 1) . The patient had the history of trauma 7 years back and no treatment was taken. Extraorally, the face was symmetric with no swelling on her face. Intraorally, missing 21 was noticed with a small bulge on the anterior maxillary left front teeth region extending from mesial aspect of 11 to distal aspect of 22, roughly oval in shape and measuring about 1 cm × 2 cm in the greatest dimension. The swelling was hard in consistency and nontender on palpation. The radiographical analysis showed the presence of unerupted permanent left central incisor with the underlying pathology (Fig. 2) . On the basis of the history and clinical examination, a provisional diagnosis of the dentigerous cyst was given. The underline pathology was surgically enucleated with the removal of the unerupted central incisor and was sent to the histopathological examination, which revealed it as an AOT (Figs 3 to 6) .
The recurrence rate for AOT is rare and the prognosis is good. The present case has been on follow-up since 12 months after the surgery; no recurrence is noted (Figs 7 to 10) . and is often associated with cortical expansion. The involved teeth are commonly impacted and adjacent teeth may be slightly displaced. All the above-mentioned features were concurrent with our case (Fig. 7) . 8 In general, the tumor does not exceed 1-3 cm in its greatest diameter and usually occurs within the tooth-bearing areas of jaws and often associated with impacted teeth (Fig. 8 ). 9 Peripheral crown radio-lucid images found in upper or lower jaws are more common than they appear. AOT exhibits a radiolucid image that is limited to the non-erupted tooth enamel-dentin junction, at the anterior segment of the upper jaw. Not withstanding the fact that rare cases of this disease have been reported in the lower jaw, canines are the teeth most affected by this condition (Fig. 9 ). 10 , 11 It is composed of spindle-shaped or polygonal cells forming sheets and whorled masses in a scarce connective tissue stroma. The characteristic duct-like structures are lined by a single row of columnar epithelial cells and the nuclei are polarized away from the central lumen. The lumen may contain amorphous eosinophilic material or it may be empty as seen in our case (Fig. 10 ). 12 Histologically, this tumor is well defined and refers to the presence of various arteries, from the odontogenic epithelium, grouped in structures similar to rosettes and scrotal connective tissue stroma, the presence of follicular structures with palisade and polarized cells, and regions with presence of area in calcification. It is a capsule of dense connective tissue, proliferation of tumor cells forming ductal structures and follicular structures with cylindrical conclusIon From above case report, we interpret that trauma can turn into an odontogenic lesion if not taken care at the initial stages of life; however, the recurrence rate is not high. The treatment of choice for AOT is surgical with enucleation. The tumor does not usually have aggressive behavior, and recurrences are rare. Early diagnosis of this by the dental surgeon is mandatory when a clinical sign is mentioned, and early enucleation prevents an excessive destruction of bone. 
